recently as a preliminary step towards returning him to his parents. Within a fortnight he passed some loose stools, he became somewhat sickly and the impetigo-like eruption on the face returned. He began to recover from these symptoms within a week of resuming treatment with Diodoquin and he has finally been sent home under that treatment.
-REFERENCE HODGSON-JONES, I. S. (1955) Brit. J. Derm., 67, 222. Dr. B. Solomons: I saw a case of this condition recently, which was similar in nearly all respects to this one. The baby, an 8-month-old boy, was treated with Diodoquin, but as soon as a dosage of 800 mg. per day was reached, the most intense and generalized urticaria appeared, and subsequently oedema of the glottis developed, which was considered to be due to the drug. Several days later the baby died, more probably due to the disease rather than the treatment.
No evidence of monilia was found in my case. Dr. G. C. Wells: In the case reported by Dillaha et al. (1953) monilia was found in the skin lesions at first, but local treatment was successful in eliminating it. After this fresh skin lesions continued to appear until Diodoquin was given. It was our impression that the monilia was a secondary invader.
REFERENCE DILLAHA, C. J., LORINCZ, A. L., and AAVIK, 0. R. (1953) J. Amer. med. Ass., 152, 509. Pyodermia Gangrenosum.-STEPHEN GOLD, M.D., M.R.C.P.
V. B., male. At the age of 20 he sprained his ankle and subsequently suffered continuous pain on walking. At the age of 28 he developed pains in the hands as well, and a diagnosis of rheumatoid arthritis was made. He was given simple treatment and later was referred to the skin department with a vesicular eczema of the hands thought to be the result of wax baths. In 1942 he was admitted for in-patient treatment for the rheumatoid arthritis and while he was in hospital he developed a mild and transient iritis in the right eye. At this time the joints involved were the ankles, fingers and wrists, while the elbows and shoulders were spared. X-rays of the hands and wrists revealed several separate cystic areas in the metacarpals and carpals suggesting sarcoidosis but histology of tissue lining one of these cysts showed simple granulation tissue. From 1946 to 1949 he remained well, though in 1948 he had a relapse of the eczema of the fingers and hands. In 1952 he was again being treated for the rheumatoid arthritis and once more the use of wax baths appeared to cause a recurrence of the eczema of his fingers and hands: it cleared with simple treatment. In 1953 the arthritis was still troublesome and he was investigated for a chronic nasal infection thought to be sinusitis-the findings were inconclusive. At this stage Butazolidin was given and it produced symptomatic relief.
In March 1954 he developed a carbuncle on the thigh. associated with enlargement of inguinal glands and was treated with penicillin; then followed a succession of boils and carbuncles and by May 1954 he had had fifteen. He was admitted to the Barnet General Hospital and was treated with courses of penicillin and later of chlortetracycline. Boils continued to develop and the staphylococci recovered from the pus were then found to be resistant to both penicillin and chlortetracycline. At this period the behaviour of the boils altered; now, instead of resolving in the normal way they discharged pus and did not heal but extended to form an ulcer. These ulcers spread rapidly and were very painful. They discharged a sero-sanguineous fluid; the edges were undermined, livid and raised, producing by extension a margin that was often polycyclic. There was a surrounding erythema. Pressure on the edge produced a serous fluid from the underlying tissues. These ulcers all showed the same rapid extension and then the slow but sure healing. They all start in the same way, like a boil which breaks down becoming painful and rapidly extending. The base of the ulcer is composed of granulation tissue covered with a thin film of adherent purulent material. They never penetrate deeper than the skin. He has had these ulcers on the shoulders, buttocks, thighs and calves but the great majority have been on the shins and calves. When they heal they leave bizarre-shaped superficial scars. Several ulcers have been 6 in. in diameter but most of them are smaller. Investigations.-All bacteriological studies have revealed a Staphylococcus pyogenes which has now become resistant to all known antibiotics. Occasionally proteus and on one or two occasions a haemolytic streptococcus have also been found. Staphylococci were recovered from the depth of an unruptured early nodule.
There are but few other abnormal findings. The various blood tests associated with rheumatoid arthritis are positive, there is some increase in the globulin fraction of the serum proteins. Histological study of one early skin papule before it had broken down revealed an acute inflammatory process composed predominantly of polymorphs extending into the subcutaneous tissue. Gram stain shows clumps of Gram-positive cocci in the superficial parts of the abscess but none in the deeper. There was no vascular lesion which could have been a primary process.
Treatment.-He has had courses of all known antibiotics and innumerable local applications without effect. In January 1955 he was given staphylococcal toxoid injections at three-day intervals and the dose gradually increased. After six weeks the injections had to be stopped because of severe pain in the active ulcers, which would last for two days following the injections; finally, one ulcer appeared to become more active following the injection. By March 30 the ulcers were behaving well and he developed for the first time for some months a boil which behaved and resolved like an ordinary one. However, by May 25 further ulcers occurred. In July a carbuncle on the left forearm started to behave as a normal carbuncle but half-way through the healing process broke down, ulcerated and extended as had the previous lesions.
Cortisone was started in October, the initial dose being 200 mg. daily and then reduced to 150 mg. daily. The immediate effect was to produce complete disappearance of pain from the two active ulcers and disappearance of itching in all the scars of previous ulcers. There was a flattening of the edges and he no longer had to change the dressings frequently as the surface became dry. After two or three weeks these ulcers had not in any way extended nor had they healed dramatically. There had been a marked improvement of his rheumatoid arthritis and his general condition is the best it has been for many years, he is still being maintained on cortisone and the active ulcer at the moment appears to be healing satisfactorily.
POSTSCIuPT.-The ulcer had completely healed by the end of November when cortisone was stopped. It has remained healed and since then he has developed one or two ordinary boils. He was seen in April 1956 having had one more ulcer which cleared after two weeks' oral cortisone in February, since when his skin has remained free.
Dr. P. J. Hare: I have had two cases closely similar to this one. Both had rheumatoid arthritis which was mild in one case and fairly severe in the other. In the first case we made strenuous efforts to discover whether the ulcers were due to an infection. Cultures from the surface of the ulcers yielded different organisms on various occasions, but treatment with antibiotics to which the relevant organisms were sensitive failed to help. Cultures made from a washed biopsy and from material aspirated from below the ulcer margin failed to grow any significant organisms and no anaerobic bacteria were demonstrated.
The ulcers in both cases responded dramatically to ACTH but both patients became mentally deranged. In the second case, after ACTH was abandoned, 2-5 /0 hydrocortisone ointment was applied and the ulcers continued to heal. For twenty years he has suffered from soreness of the mouth. This began insidiously at the same time that he developed widespread seborrhoeic dermatitis, of which there have been mild recurrences. Angular stomatitis has been present for eighteen months.
Previous history.-Recurrent tonsillitis in childhood. Chronic diarrheea for one year at age of 11. 1933: Tonsillectomy. 1939: Right maxillary antrum drainage.
On examination.-General physical examination shows no abnormality. There are no skin lesions. The tongue, anterior to the circumvallate papilla, is smooth and irregular, with superficial ulceration in the mid-line. The mucosa of the cheeks is smooth and red, particularly along the line of closure of the teeth. There are marked angular fissures with crusting. There are numerous gold and amalgam tooth fillings.
Investigations.-Hb 110 /. M.C.D. 7-4,. W.B.C. 7,000; normal differential count. E.S.R. 6 mm. in the first hour (Westergren). W.R. and Kahn negative. Plasma proteins: total 6-7: albumin 4 7, globulin 2-0 grams/100 ml. X-rays.-Sinuses: A little mucosal thickening in the frontal sinus group; definite mucosal thickening in the right maxillary antrum. Chest: No abnormality. Teeth: Carious cavities in the central incisors.
Scraping from tongue: No fungus seen. Normal mixed salivary flora. Patch test with 1/1,000 mercury perchloride: Negative. Biopsy of tongue: This shows pseudo-epitheliomatous hyperplasia of the epidermis, with no evidence of malignancy. There is a chronic inflammatory infiltrate, mostly of lymphocytes and plasma cells. The appearances are nonspecific.
Comment.-The picture is that of a completely non-specific stomatitis. The possibility of electro-galvanic currents between tooth fillings being causative has been considered, but Sir Wilfred Fish, Consultant Dental Surgeon to St. Mary's Hospital, states that these currents can always be demonstrated between fillings of different metals, so that their existence appears to be irrelevant.
